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Is smoking behaviour in patients with coronary
heart disease influenced by whether their
attending physician smokes?
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Abstract

Objective — To examine the association
between the smoking status of attending
physicians and that of their patients.
Setting — Cardiology division of the
Toyama Medical and Pharmaceutical
University Hospital and two affiliated
hospitals in Toyama District, Japan.
Subjects — A total of 259 patients with
known ischaemic heart disease who con-
sulted our outpatient clinic in September
1992, and their attending physicians at
the clinic (n = 17). Thirty eight attending
physicians who cared for 100 of these
patients during a previous admission of
the University Hospital were also in-
cluded in the study.

Design and main outcome measures -
Smoking status of patients was deter-
mined by urinary cotinine radioimmuno-
assay using '“I-cotinine. Patients with
urinary cotinine concentration above
50 ng/ml were classified as smokers.
Smoking status of physicians was de-
termined by self report.

Results - Smoking was found to be sig-
nificantly more prevalent (p < 0.05) in
outpatients whose attending physicians
smoked (20/94, 21.39%,) than in those with
non-smoking attending physicians
(20/165, 12.19%). When 100 patients who
had been admitted to our hospital be-
cause of ischaemic heart disease were
also classified according to their
attending physicians’ smoking status
during their admission, smoking was
found to be significantly more prevalent
(p <0.05) in those whose attending
physicians smoked (7/28, 25.0%) than in
those with a non-smoking physician (7/72,
9.7%).

Conclusions - Smoking prevalence was
higher among patients whose attending
physician smoked than among those with
a non-smoking physician. The cross sec-
tional nature of the study does not allow a
definitive conclusion about cause, but the
findings suggest that physicians’ smoking
status affects the smoking status of their
patients with ischaemic heart disease.

(Tobacco Control 19955 4: 236-238)
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Introduction

Smoking has been established as an important
risk factor for ischaemic heart disease. In
Japan, the prevalence of smoking in male
adults is as high as 60%. The smoking
prevalence is also high (30-409%,) in Japanese
physicians, and is not rare even among cardi-
ologists.! Epidemiological studies have shown
that smoking cessation significantly improves
the prognosis of patients with ischaemic heart
disease.”> Education regarding smoking cess-
ation is crucial to improve the outcome in such
patients. Although it has been suggested that
physicians should play an important role in
smoking cessation education,® enthusiasm for
patient smoking cessation instruction appears
to vary among physicians. Smoking among
physicians themselves may dampen such en-
thusiasm. The purpose of this study was to
determine whether smoking among attending
physicians is associated with smoking among
their patients.

Methods

The cardiology division of the Toyama Medi-
cal and Pharmaceutical University hospital
and two affiliated hospitals in Toyama district
(Shakaihoken Takaoka hospital and Himekawa
hospital) were involved in this study. Patients
with known ischaemic heart disease who
consulted one of these outpatient cardiology
clinics in September 1992 were automatically
enrolled in this study. Patients with serious
current complications or systemic disease were
excluded.

The study subjects comprised a total of 259
patients including 181 men and 78 women,
with a mean age of 63 years. Old myocardial
infarction was seen in 93, angina pectoris in
142, and other ischaemic heart disease in 24
patients. The 17 attending physicians of these
patients were all cardiologists (16 males and
one female), nine in the University Hospital,
four in the Shakaihoken Takaoka Hospital,
and four in the Himekawa Hospital. Urine
samples were collected from all the patients.
Although the doctors and patients enrolled in
this study were informed that the urine
samples were used to determine their smoking
status, the purpose of the study was not made
clear to them throughout its duration.

Urine was stored at —20 °C until assayed.
Urinary cotinine, a major and stable metabolite
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Smoking status of patients and physicians

of nicotine, was measured by radioimmuno-
assay with the use of !?*I-cotinine and anti-
cotinine antisera from rabbits, as described
previously.>® Under usual conditions, the
urinary cotinine concentration was consist-
ently below 50 ng/ml in non-smokers, while in
smokers who smoked three or more cigarettes
a day, the concentration was always above
100 ng/ml.> Therefore patients with urinary
cotinine concentrations above 50 ng/ml were
classified as current smokers in this study.

Current non-smokers were subdivided into
patients who had never smoked and ex-
smokers according to self report. Patients were
then divided into two groups depending on the
smoking status of their attending physicians at
the outpatient clinic. Of these patients, 100
had experienced previous admission to the
University hospital because of ischaemic heart
disease; these patients were subdivided ac-
cording to the smoking status of their attending
physicians during their hospital admission: 38
doctors (31 males and seven females) consisting
of 22 cardiologists and 16 residents in internal
medicine.

The smoking status of physicians was de-
termined by self report. We asked physicians
whether they routinely asked their patients if
they smoked and whether they routinely gave
advice on stopping smoking to smoking
patients.

- Results
Results are shown in the table. The outpatient
clinic cardiologists included seven current
smokers and 10 non-smokers (including one
ex-smoker). Twenty (21.3 %) of the 94 patients
attended by smoking physicians were identi-
fied as smokers by urinary cotinine assay. In
contrast, among the 165 patients attended by
non-smoking physicians, 20 (12.19,) were
smokers. The prevalence of smoking was
significantly higher (p < 0.05) in patients
attended by smoking cardiologists than by
non-smoking cardiologists. Ex-smokers were
significantly less prevalent (68.19%,, 64/94)
among patients attended by smoking cardi-
ologists than among patients attended by non-

Smoking status determined by urinary cotinine assay among patients with ischaemic
heart disease

Attending physicians
Outpatient clinic Smokers (n="T)  Non-smokers (n = 10) Difference
Total patients 94 165
Male 65 (69 %) 116 (70%) NS
Age, mean (SE) years 62 (2) 63 (2) NS
Never smoked 10 (10.6 %) 18 (10.9%) NS
Ever-smoked 84 (89.4%,) 147 (89.19%,) NS
Current smokers 20 (21.39%,) 20 (12.19%,) p <0.05
Ex-smokers 64 (68.1%) 127 (77.0%) p <0.05
Inpatient ward Smokers (n = 13) Non-smokers (n = 25)
Total patients 28 72
Male 20 (71%) 49 (689%) NS
Age, mean (SE) years 59 (4) 58 (3) NS
Never smoked 2 (7.19 7 (9.7%) NS
Ever-smoked 26 (92.9%,) 65 (90.3%,) NS
Current smokers 7(25.0%) 709.7%) p <0.05
Ex-smokers 19 (67.9%) 58 (80.6 %) p < 0.05
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smoking cardiologists (77.0%, 127/165) (p <
0.05).

Of 100 patients who were admitted to our
University hospital because of ischaemic heart
disease, 28 were attended by smoking
physicians, and 72 by non-smoking physicians.
The prevalence of smoking among patients
attended by smoking physicians was 25.09%,
(7/28); this was higher (p < 0.05) than that
among patients attended by non-smoking
physicians (9.7 %, 7/72). Ex-smokers were less
prevalent among patients attended by smoking
physicians (67.99%,, 19/28) than among
patients attended by non-smoking physicians
(80.6 %, 58/72) (p < 0.05).

Four (40%,) of the outpatient non-smoking
physicians and five (209%,) of the inpatient
non-smoking physicians said that they re-
peatedly asked patients about smoking and
routinely gave advice on quitting to smoking
patients. In contrast, only one physician (14 %)
among the outpatient smoking physicians and
two (159%,) among the inpatient smoking
physicians addressed patient smoking in this
way.

Discussion
Our study showed that the prevalence of
smoking in patients with ischaemic heart
disease differed according to the smoking
status of their attending physicians. While
there was no difference in the prevalence of
previous or current smoking among patients
according to the smoking status of their
attending physicians, the percentage of ex-
smokers was significantly lower when the
attending physicians were smokers. Although
this tendency was observed in both the out-
patient clinic and inpatient ward, the effect of
the physician’s smoking status on patient
behaviour appeared to be somewhat stronger
in the inpatient ward than in the outpatient
clinic. These results suggest that the smoking
status of the attending physician may affect
patient smoking status, and therefore the
prognosis of patients with ischaemic heart
disease. As smoking cessation is crucial to
improve the long term prognosis of patients
with ischaemic heart disease, smoking cess-
ation education by physicians is important.

The higher smoking prevalence in patients
attended by smoking physicians may be due, at
least in part, to less intensive smoking cessation
counselling by these physicians, because
physicians with a favourable attitude toward
smoking cessation education were rare among
the attending physicians who smoked. Aasen
and Gulsvik’ reported that physicians who had
stopped smoking routinely asked their patients
about smoking and more often gave patients
advice on drug treatment to help them stop
smoking than non-smoking physicians. For
physician ex-smokers, long term health risks
were the most important reason for giving up
smoking, followed by the desire to set an
example as medical personnel.

Japan still has extremely high smoking rates
in males compared with other developed
countries, though much lower rates in females.
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According to a report by Japan Tobacco, about
609 of male and 14 %, of female adults are
current smokers in Japan. The anti-smoking
movement in Japan has started quite recently
and has so far had little governmental support.
About 44 %, of Japanese general practitioners
are current smokers.? In contrast, the smoking
prevalence among doctors has decreased dra-
matically in many Western countries. For
example, smoking prevalence is 49, among
general practitioners in the United Kingdom
and 99%, among all physicians in the United
States.*

Smoking prevalence has declined very
slowly among Japanese doctors. Smoking pre-
valence among Japanese cardiologists was
reported to be 68 %, in 1965, 52 %, in 1979, and
37% in 1988.° Smoking prevalence among
doctors in Japan is now more than four times
higher than that in Western countries, whereas
they were comparable 40 years ago. In our
study we found a smoking prevalence rate of
nearly 40 %, for physicians in our institute, the
average rate among Japanese doctors. Kawane
and Soejima reported that 249 of the
physicians in their institute are smokers and a
higher smoking prevalence among medical
students and young physicians.® Smoking
prevalence among male medical students is
40-50 %, in Japan, while it is under 109, in the
United States and Australia.’® It has been
reported that high proportions of medical
students in Australia and the United States,
but a much lower proportion in Japan, would
give routine advice on quitting to smoking
patients.!?

Our study had several limitations. Our cross
sectional design does not allow us to establish
a causal relationship between the smoking
status of attending physicians and their
patients. If the relationship is causal, it is
unclear why the smoking status of patients was
influenced by that of their attending
physicians. The smoking cessation techniques
used by physicians were not evaluated or
compared between smoking and non-smoking
attending physicians. Finally, we cannot ex-
clude the possibility that patients who are
attended by smoking physicians differ from
those seen by non-smoking physicians. Various
factors that may influence the likelihood of
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patients continuing to smoke, such as socio-
demographic status, motivation to quit, co-
morbidity, etc, were not assessed in our study.
It cannot be ruled out that smokers were
turned away by non-smoking physicians, or
that non-smokers were turned away by smok-
ing physicians; however, that was not the case
in the inpatient ward because in Japanese
inpatient settings, patients are not permitted to
change attending physicians, nor can attending
physicians turn away patients.

In conclusion, smoking prevalence among
patients with ischaemic heart disease is higher
for those attended by physicians who smoke
than for those attended by non-smoking
physicians. Tobacco smoking is inappropriate
for those who wear white coats. A reduction in
smoking prevalence among physicians would
probably promote smoking cessation among
patients with ischaemic heart disease, which
would in turn result in a more favourable
prognosis.
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